I N T R O D U C T I O N
The Human Immunodeficiency Virus infection is a global epidemic which is spreading rapidly in Africa with little or no effective control measures in place to contain it. According to a World Health Organization's report 1, the HIV infection is the 4 th most common cause of death in the developing world and about 70% of the global HIV infected persons reside in Africa. In a recent sero-prevalence epidemiological survey 2 , the HIV infection prevalence rate was estimated to be 5.8% amongst Nigerians indicating an increase from the previous rate of 4.5% in 1995 and 3.8% in 1993 3,4. The oral cavity is like a mirror which reflects the state of health of the body since most systemic diseases usually manifest early in the oral tissues. Some oral lesions have been observed to be more rampant in HIV infected patients than healthy individuals and sometimes may be the first indication of the disease 5, 6 .Furthermore, the appearance of some of these lesions in an HIV infected patient may signal the deterioration of the disease 7 . Health workers in general and oral healthcare givers in particular should have an adequate knowledge of the common oral manifestations of HIV infection and how to manage them. Published reports of oral presentations of HIV infection are mostly from the developed countries while few reports emanating from Africa are from South and East Africa [8] [9] [10] [11] [12] [13] . There is a dearth of information on the prevalence of oral lesions in HIV patients from the West African sub-region 14 .The aim of this study, therefore, is to determine the pattern and frequency of oral lesions associated with HIV infection in our environment in order to contribute to the existing data on oral HIV lesions in the West African sub-region. It will also compare findings with published reports from other parts of Africa and the developed World. 
Patients a n d M e t h o d s

D i s c u s s i o n
As far as we can establish, this is the first study that determined the prevalence of oral lesions in HIV infection in the north-western part of Nigeria. The age characteristics of HIV infected patients in this study agree with previous studies from Nigeria 14 and other parts of Africa 12, 13. It has been consistently shown that HIV infection affects mostly young and active age groups and majority are within the 3 rd and 4 th decades of life as confirmed by the findings of this present study. The almost equal sex prevalence rate (Male to Female ratio of 1.2:1 could be readily explained by the dominant role of heterosexual transmission in our society as earlier reported 15, 16. We also suggest that the statistically significant difference in mean age between males and females could be partly due to the same reason and this being reinforced further by the fact that older men date or marry younger women When the educational status was considered, we found that majority of our patient were educated as about 75% had at least secondary education or more. This is not surprising since the setting of the study is in an urban area. However, the implication is that the awareness campaign against the spread of the disease might have not been initiated in time to benefit this group or has not been adequately assimilated and therefore ineffective in reducing the rate of infection in the educated class. his study showed that some oral lesions are commonly associated with HIV infection and this is consistent with previous studies 8, 12, 17-19. There is marked disparity in the reported prevalence rate of oral lesions in HIV infected Africans. While a rate as low as 15.6% (20) was reported in a group of Kenyan commercial sex workers, a rate as high as 92% 12 was reported in100 Zimbabwean HIV patients. The rate of 68.3% from this present study is comparable to 60.4% 13 reported in a group of South African patients although it is higher than 48.8%
14 from a similar study from Southern part of Nigeria. Suggested factors for this disparity include duration of seropositivity, nutritional status, sexual orientation and practices and, maybe, immunological state of the patients 13. Candidosis has been consistently found to be the most common oral lesion usually associated with HIV/AIDS. 6, 7, 10, 11, 14, 21 Arendorf et al., 13 observed that oral candidosis may develop in one-third to onehalf of seropositive patients. It is commonly the first recognized oral manifestation and sometimes the only initial clinical sign of the infection 8, 22 . Its appearance could also indicate an increased risk of progression to AIDS 23, 24 . The overall prevalence rate of 60.5% for oral candidosis found in this present study is higher than 37.8% 13 , 12.1% 19, 22% 12, from South African, Taiwanese and Zimbabwean patients respectively. It is however lower than 80% 14 in a recent study from southern Nigeria. Our finding that the pseudomembranous type was the most frequent agrees with most previous reports 6, 7, 13, 14,. The presence of HIV infection is also associated with increased incidence of gingival/periodontal diseases which accounted for 33.2% of oral lesions in the present study. This is comparable to those reported from previous studies from Nigeria (14) and other countries 17, 18 . Some reports show that it can be as low as 6.8 % 19 and as high as 70% 25. However, gingival/periodontal lesions are usually the second most frequently seen in HIV patients in our environment 14. Oral hairy leukoplakia (OHL) is reported as one of the most common HIV-associated lesions 19, 26. The frequent association of OHL with HIV infection and its rare occurrence in healthy individuals makes it a good marker of the disease. In addition, it is of prognostic value because it has been shown to be a predictor of poor prognosis as progression to full blown AIDS is more likely with it occurrence 24, 27. OHL appears to be less frequently seen in Nigerian Africans with HIV. For example, OHL accounted for 10.7% in the present study which is higher though not markedly different from 5 We did not record any lymphoma or other malignancies in this study apart from Kaposi's sarcoma.In conclusion, although the pattern of oral lesions associated with HIV infection the population studied was not markedly different from those reported in the literature, the prevalence of each type of lesion differ slightly. More epidemiological studies are needed to establish the true incidence of these lesions in HIV infected patients compared with non -infected individuals. It is also essential to train and re-train Dental Surgeons and other oral health workers so as to increase their index of suspicion of the infection with the appearance of these HIV associated oral lesions in patients. Finally, health awareness campaign should be stepped up to minimize the spread of this infection especially amongst the young and educated class.
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